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REVIEW ARTICLE

Working with sports organizations and teams

David R. McDuffa and Michelle Garvinb

aUniversity of Maryland School of Medicine, Baltimore, MD, USA; bMaryland Centers for Psychiatry, MD, USA

ABSTRACT
Athletes and coaches at all competitive levels will utilize sports performance and psychiatric
services at very high rates if the services are offered on-site and free of charge and are broad in
scope and culturally sensitive. Services should be available throughout the team year and cover
areas such as team building, mental preparation, stress control, substance prevention, sleep and
energy regulation, injury recovery, crisis intervention, and mental disorder treatment. The staff
offering these services should be diverse by gender, profession, and culture, and the fees should
be paid by the organization. When these services are endorsed by the team’s leaders and inte-
grated with the athletic training/medical/player development staff, their utilization will grow
quickly and lead to positive outcomes individually and collectively.

ARTICLE HISTORY
Received 30 April 2016
Revised 15 June 2016
Accepted 9 July 2016
Published online 1 August
2016

KEYWORDS
Athlete; coaches; sports
performance; sports
psychiatry; sport
psychology; teams

Introduction

Many teams and members of sports organizations
will utilize psychological and psychiatric services
throughout the year if they are cost-free, broad in
scope, and offered on-site at the training facility
(Calhoun, Herring, & Iadevito, 2005; McDuff, 2012a,
2012b, 2016; McDuff & Baron, 2005; McDuff, Morse,
& White, 2005; Morse, 2013; Postolache et al., 2005).
In general, athletes are more open to sports perform-
ance and mental health (SP/MH) services if the pro-
viders are female, older, have higher levels of
openness, a current positive relationship, and are
encouraged by a coach or member of their support
network (Gulliver, Griffiths, & Christensen, 2012;
Martin, 2005). Despite a demonstrated need, signifi-
cant barriers to service seeking still exists such as
stigma, cost, transportation, negative attitudes, or
lack of knowledge of mental health problems/treat-
ment, and/or past negative experiences with help-
seeking (Gulliver et al., 2012; Martin, 2005; Wang &
Zhang, 2015; Yang et al., 2007). To overcome these
barriers, services should be comprehensive and
include: substance misuse prevention; stress control;
conflict resolution/crisis intervention; sleep and
energy management; injury recovery and pain man-
agement; mental preparation; mental disorder treat-
ment; and advice about team composition, dynamics,
and unity (Kelnic, 2014; Lardon & Fitzgerald, 2013;
Lubker, Visek, Watson, & Singpurwalla, 2012; Mann,

Grana, Indelicato, O’Neill, & George, 2007; Toon,
Kurimay, & Kurimay, 2013).

Services should be offered by a professionally and
culturally diverse staff and provided to all members of
the organization including administrative and business
staff, coaches, team staff, players, and their families
(McDuff, 2012b; McDuff et al., 2005; Morse, 2013).
Team executives such as owners, general managers,
athletic directors, and head coaches and managers are
especially receptive to services that evaluate emotional
maturity, character, mental toughness, and determine
the presence and manageability of common mental
disorders in recruited and rostered athletes. Coaches
are interested in services that improve player perform-
ance by minimizing barriers such as stress, insomnia,
performance anxiety, inattention, and impaired learn-
ing as well as increasing the use of mental strategies
in practice and competition. Players will readily use
on-site services if they see them as enhancing per-
formance and mental toughness or reducing distrac-
tions such as relationship conflicts or distress in
family members. This article will outline a general
way to design and offer services to teams during the
life-cycle of the team year (off-season, pre-season, sea-
son, and post-season). Critical services, staffing pat-
terns, and contract design will be discussed for club/
high school, college, and professional teams based on
the organizational structure of teams in the US. Due
to limited empirical research on this topic, this article

CONTACT David R. McDuff dmcduff52@gmail.com University of Maryland School of Medicine, Baltimore, MD, USA
� 2016 Institute of Psychiatry

INTERNATIONAL REVIEW OF PSYCHIATRY, 2016
http://dx.doi.org/10.1080/09540261.2016.1212820



draws largely upon the applied experiences of the
authors and other professionals in the field. Future
efforts should be made to expand upon empirical
research in this domain.

Services’ design, staffing, and financing

Sports performance and mental health services for
athletic teams should range from those that increase
mental skills, especially pre-practice, and competition
routines to ones that remove common barriers to
peak performance such as stress, substance misuse,
insomnia, low energy, injury, and team conflict or
lack of motivation. They should ideally be available
year round and on-site at both the training facility
and/or the site of competition, and should vary in
location from an on-site private office to the training
room, dining facility, and practice field (see Figure 1).
An off-site office is also desirable so that family mem-
bers, administrative staff, and coaches may be seen
with additional attention to privacy and confidential-
ity. In addition to offering services on-site, other ser-
vice models include seeing individual athletes in an
off-site private office, consulting with administrators
and/or coaches, giving seminars on mental prepar-
ation and successful teams to athletes and coaches or
meeting on-site with certain athletes or groups of ath-
letes that are keys to the team’s success (such as team
captains and other team leaders) (McDuff, 2012b;
McDuff et al., 2005; Morse, 2013). The work can be
requested by team administrators, managers/coaches,
and/or parents, and often arise because of a crisis (i.e.
poor performance, high injury rates, coach-player
conflict) or a desire to get to the next level.

The SP/MH team staff should be diverse and
sports-experienced and differ by age, gender, athletic
background, ethnicity, and professional training. In
general, the SP/MH staff is usually part-time and

ranges from one to six providers depending on the
size of the organization/team (Lubker et al., 2012;
McDuff et al., 2005; Morse, 2013). The SP/MH team
should be led by a licensed sports psychiatrist or
psychologist. Current literature differentiates the roles
of sports psychiatrists and sports psychologists, nar-
rowing the scope of work that each typically assumes.
Sports psychiatrists are viewed as treating mental ill-
ness, focusing on prevention, treatment, and manage-
ment of mental health (the ‘Problems’ areas in Figure
1) while sports psychologists are seen as providing
performance enhancement services through the devel-
opment of psychological skills (the ‘Performance’
areas in Figure 1) (Calhoun et al., 2005; Goodger &
Boradhead, 2016). With appropriate training and
supervised experience, clinically trained and licensed
psychologists and psychiatrists should be able to com-
petently provide all of these services to the teams with
whom they work. The composition of the rest of the
SP/MH team should vary and include masters-level
counsellors/psychologists/social workers, addiction
specialists, and performance psychologists, and should
match the expectations and goals of the sports team’s
leadership. The SP/MH team’s activities should be
actively integrated with the sports medicine team
members as well as the coaching staff. This integra-
tion is best accomplished by working with the team
all year, collaborating in the training room, player/
staff presentations, and ongoing work with athletes
who experience performance slumps or are injured.
The inclusion of trainees (i.e. psychiatry residents or
psychology pre-doctoral externs/interns) can add add-
itional resources and provide an opportunity for them
to gain a sports-specific skill set (McDuff, 2012a).

The funding for these services should be an annual
or multi-year contract that compensates the staff mem-
bers for their time and expenses. It is not practical or
wise to bill fee-for-service using insurance, since the
services are on-site and any requirement for payment
will reduce the likelihood of service utilization. In add-
ition to on-site services on specific days of the week,
24-h after-hours and crisis services should be available
at the collegiate and professional levels year round.
These should be compensated separately. Payments by
the team should be monthly or quarterly and allow for
additional compensation for work in the post-season,
or if utilization rates are higher than expected. If there
is an automatic renewal option in the contract, then
either an automatic cost of living raise should be given
or a new rate based on the prior year’s activities as
reported in an annual report should be agreed upon
30–60 days prior to the end of the year.

Figure 1. Sports performance & mental health services.
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Life cycle of the team year

The impact of the SP/MH team is increased if the
work takes place over the entire life cycle of a team
year. The team year is comprised of four distinct
phases of training and competition: the off-season,
pre-season, season, and post-season, and the focus of
the SP/MH should shift to match the demands of
each phase. (see Figure 2).

Off-season

The main tasks for this phase are the selection of new
talent and the further development of the physical,
technical, mental, emotional, communication, learn-
ing, interpersonal, and injury prevention skills of cur-
rent team members. Team administrators and
coaching staff are especially interested in selecting
persons who have the capability to succeed at the next
competitive level. The SP/MH provider can assist in
this process through observing the athlete and con-
ducting interviews, administering and/or interpreting
personality tests, screening for common mental disor-
ders, reviewing past diagnostic/treatment records, and
assessing patterns of risky behaviours or rules viola-
tions. These assessments are looking to assist teams in
identifying (1) character traits associated with success;
(2) potential to become a good teammate/person; and
(3) potential personality, emotional, learning, and
behavioural barriers to consistent performance. A
good example of this is participation in the NFL

combine where scouting information can be discussed
and reviewed, player workouts can be watched, inter-
views with a team’s players of interest can be
observed, and brief one-on-one informal follow-up
conversations can be completed (Bradberry &
Greaves, 2009; Lencioni, 2002). In providing assess-
ments for the purpose of athlete selection, it is espe-
cially important that the athlete is aware of the extent
and limits of confidentiality. Informed consent should
be provided, and the SP/MH professional should clar-
ify to the athlete how the information gathered will be
used and with whom it will be shared (Baron,
Tompkins, Mohamed, & Abolmagd, 2013; Calhoun,
Ogilvie, Hendrickson, & Fritz, 1998).

In addition to talent identification, ongoing man-
agement of previously identified mental health and
substance use disorders and the cultivation of emo-
tional and behavioural maturity in current players is
necessary. Even though many of these athletes will
be unavailable for face-to-face sessions, contact can
be maintained through televideo, phone conversa-
tions, text messaging, or emails. If the athlete
requires regular counselling, therapy, and/or medica-
tion management sessions, then the team provider
can identify and arrange ongoing care in their home
city.

Pre-season

The main task of this phase is to work individually
with each athlete on goal-setting, confidence, skill

Preseason

goal se�ng, confidence 
building, injury rehab & 
preven�on, life balance, 

managing mental 
disorders, sleep, 

nutri�on & energy 
rou�nes, team building

In Season

stress control, crisis 
management, life 

balance, rela�onships, 
mental disorder 

monitoring, sleep, 
nutrion & energy 

rou�nes, team building
Post Season

behavioral risk 
management, focus & 

mo�va�on, quality 
prepara�on, injury 

rehab & preven�on, 
peak performance, 
team unity & goal 

a�ainment

Off Season

talent iden�fica�on, life 
skills training, goal 
se�ng, iden�fying 
psychopathologial 

barriers, fitness & other 
rou�nes, mental 

toughness training

Figure 2. Life cycle of a team year.
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building, and maintaining life balance, healthy rou-
tines, and positive relationships with teammates and
coaches. Any existing or new barriers to consistent
performance like stress, anxiety, frustration, inatten-
tion, insomnia, low energy, learning, moodiness, or
interpersonal conflicts are addressed promptly
through brief interventions on the practice field or
in the training room or facility office. Ongoing
monitoring of the health status of each athlete is
essential, looking for indications of poor nutrition,
negative emotions of injury, or substance misuse.
During this phase the intensity is high since athletes
are competing to make the team, move up in the
depth chart, or get more playing time. While this
pressure is welcomed by most, some may be over-
whelmed and lose confidence. This provides an
opportunity to work on mental preparation skills
such as relaxation, visualization, focus and atten-
tional shifting, and pre-game and play routines. The
work on the mental side of competition allows
strong bonds with athletes to form, and facilitates a
more in-depth assessment of other emotional, behav-
ioural, or interpersonal issues.

Season

The main task of this phase is to maintain perform-
ance consistency and confidence and to manage any
life crises or injuries that develop. Since performance
slumps occur, and are expected, regular review with
struggling athletes of the positives and areas for
improvement after each competition is helpful. At the
higher competitive levels promotions and demotions
are so common it is important to monitor how each
athlete is handling these transitions so that they
remain ready to play when called upon.

Early in the season teams often get tested through
the adversity of poor play, defeats, or injuries to key
players. Collaboration with the team captains and
coaching staff through this period provides an oppor-
tunity to build resilience and team unity. The ongoing
monitoring of how the team responds to adverse peri-
ods is a key to providing feedback to players and
coaches. Veteran players often develop their leader-
ship skills during these times and appreciate guidance
of how to craft their messages of optimism and confi-
dence to their teammates (McDuff, 2012b).

Later in the season, the focus shifts to the quality
and intensity of the preparation each day, as well as
the maintenance of strong bonds with teammates, a
commitment to steady improvement, and flawless exe-
cution. As team confidence builds, the sports

psychologist/psychiatrist can help facilitate the flow of
positive energy and optimism.

Post season

At this phase there will be more distractions and
competitive pressure. To prevent these from interfer-
ing, the sport psychologist/psychiatrist should con-
tinue the same schedule and routines as during the
season. Careful attention should be given to the
increase in social/news media activity so that athletes
and coaches do not become distracted. It can be help-
ful to assist teams in developing strategies to maintain
focus on practices and avoid excessive attention to
comments about opponents and outcomes.
Discussions with athletes about media interviews are
often productive. During this time, family members
can also become a source of conflict or distraction.
Helping athletes maintain healthy boundaries to min-
imize interpersonal conflict becomes a key focus.
Finally, special attention is paid to at-risk players for
off the field incidents or team rules violations, since
the loss of any player can be distracting or shake a
team’s confidence. Active collaboration with player
support staff and more frequent interactions with
these athletes are usually sufficient.

Strategies for different levels of competition

Club/high school

In working with athletes at the high school level,
opportunities to follow teams through the off-season
are often limited due to funding. Therefore, pre-
season and in-season work become the primary focus.
Pre-season work addresses goal-setting (both individ-
ual and team), introduction to mental skills (self-talk,
energy management, confidence building), and team
building. If time and funding allows, individual meet-
ings with each athlete should be conducted to discuss
goals and supporting action steps. A specific team
life-cycle consideration for this group is the relatively
short nature of the pre-season (often only 1–2 weeks
for high school teams). With a short pre-season,
meeting with small groups rather than individuals can
maximize time and resources. Leadership retreats and
workshops with identified team leaders help the team
as a whole by training these leaders and allowing
them to share the message with their teammates.

In season, attention is paid to team dynamics and
relationships, stress control, life balance, sleep, return
to play from injury, and crisis management. An add-
itional consideration is that many play multiple
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sports, and the given season’s sport may not be their
primary focus. As a result, focus on dedication, com-
mitment, and motivation may be particularly relevant
for this population.

For many high school/club coaches, athletes, and
their parents, this will be their first exposure to work-
ing with a SP/MH professional. As such, getting initial
buy in and commitment to services is important.
Research shows that high school athletes are more
likely to have a stigma toward sport psychology con-
sulting, as are males, and those in contact sports
(Calhoun et al., 2005). It is important to be aware of
these differences, so that additional time is spent on
rapport building.

The specific services provided by the SP/MH pro-
fessional depends on the service model established
with the team. Since it is unlikely that organizations
at this level have the funding for multiple providers,
one individual will typically work with more than one
team. The service provider may be employed by the
larger organization (athletic department, club team,
regional organization) to provide services for all of
their teams within a given season, or an individual
team may independently contract out the services.

Frequently at this level, opportunities for individual
work with athletes are limited to informal conversa-
tions on the field or in the training room and talks
with teams or identified leadership groups (captains)
are more common. Working with individuals from
these teams often occurs independent of the team con-
tract in off-site office settings. With limited individual
interaction, bystander training for coaches, athletic
trainers, administrators, and athletes should be
employed to help them recognize when a mental health
referral is warranted. Some teams may have the funds
for more extensive services, and, when this is possible,
regular attendance at practices and games should occur
to monitor relationships, teamwork, use of strategies,
and areas of concern to help identify topics of discus-
sion for team workshops and individual sessions.

Athletes on high school teams vary considerably in
age and developmental stage so these should be
addressed. Of particular relevance for this age range is
the importance of peers and social relationships, and
the impact of these relationships on self-esteem
(Visek, Harris, & Blom, 2013). Increased emphasis on
peer perception may decrease participation in group
discussion, so small groups for discussion should be
used. Gender is also important with females being
more likely to seek close relationships which may
have a more significant impact on individual and
team experiences (Visek et al., 2013). Additionally,

skill level and focus of competition varies significantly
at this stage. Some teams are purely recreational and
focus on life skills that can be learned through athlet-
ics as the primary goal. Other teams/athletes are com-
peting nationally and internationally, and
performance enhancement will be the primary focus
(Visek et al., 2013).

When working with high school/club team the
relationships with coaches, athletic directors, club
administrators, and athletic trainers is critical. Often
medical needs are not served through the teams them-
selves; therefore, it is beneficial to develop relation-
ships with community-based sports medicine
providers. A unique consideration in working with
this group is the role of parents. SP/MH providers
should include parents as a target group of interven-
tions, both together and separate from their athletes.
Topics to address in joint talks with parents and ath-
letes include time management, life balance, sleep,
and diet. Conflict can arise when parents are over-/
under-involved in their child’s sport and parent/coach
conflicts can lead to stress for athletes as well. Pre-sea-
son discussions on these topics are beneficial, as is in
season monitoring of parent/child and parent/coach
relationships.

College/university

The prevalence of SP/MH providers working with col-
lege teams has increased in the past decade and sup-
port for these services is growing among university
and athletic department administrators (Kornspan &
Duve, 2006). Despite positive perceptions of these
services, positions are not growing at the same pace
as student’s needs, and many athletic departments are
reluctant to fund full-time positions (Carr &
Davidson, 2014; Kelnic, 2014; Wrisberg, Withycombe,
Simbson, Loberg, & Reed, 2012). As a result, a con-
sultant may become involved with collegiate teams
through various avenues. Contracts may be negotiated
with a head coach/administrator, and the role, time,
funding, and services to be provided determined by
the individual team. SP/MH providers may also be
employed by the university’s athletic department. In
this scenario, services are often available to all teams,
and some teams may utilize the services to a great
extent, while others choose not to at all. When
employed by the athletic department, in addition to
team consultations and services, the SP/MH providers
also provide other services including individual ther-
apy, co-ordination of substance abuse and eating dis-
order services for student athletes, injured athlete
workshops, staff education and consultation, and
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consultation with athletics administrators (Brown,
2014). SP/MH providers may also be funded by and
housed within the university’s counselling centres.

Often contracts with individual teams will involve
one service provider. While operating within an athletic
department or counselling centre, there may be oppor-
tunities for a multi-person SP/MH team, including psy-
chologists, psychiatrists, and trainees. Frequently when
a multi-person staff is employed by the athletic depart-
ment or counselling centre, individuals are assigned as
the primary contact person for each team. This provides
consistency of care and allows for a more comprehen-
sive service plan by team.

Due to additional funding and higher motivation for
success than at lower levels, there is a greater likelihood
at this level to work through all phases of a team’s life-
cycle and to work intensely with athletes, coaches, and
administrators. While the specific services provided will
depend on whom the contract is negotiated with, ideally
work would begin in the off season (spring or fall) and
include a meeting with each athlete to establish annual
goals, identify past or current barriers to peak perform-
ance, review injury history, and learn about team com-
munication and interpersonal patterns. Group or
individual meetings with the team’s leadership (cap-
tains, head coach, coaching staff, medical/equipment
staff, administrators) should also take place and focus
on the team’s potential, barriers to success, and open-
ness to mental toughness training and team building.
The team’s goals for the season are discussed and for-
malized, identifying the main outcome goal for the sea-
son (i.e. number of wins or place in the division), core
values, supporting process goals (‘how we play’) and
performance goals (personal and team standards), along
with specific action steps supporting each (McDuff,
2012b; McDuff, 2016).

During pre-season the focus shifts to integrating
mental strategies into intense daily practices and fit-
ness training. Either before or after practice, a 15-
minute seminar with handouts can be given on the
court or field. Examples include basic mental skills
(relaxation/grounding, visualization/mindfulness, posi-
tive self-talk, focus/attentional shifting/narrowing your
world), complex mental skills (goal-setting, self-evalu-
ation, intensity/emotional regulation, and pre-compe-
tition/sports skill routines), life balance (sleep and
energy, stress control, overcoming mistakes/defeats,
injury prevention, and emotional rehabilitation), or
performance barriers (anxiety, self-doubt, frustration,
disappointment, inattention, distractibility, impulsiv-
ity, etc.) (McDuff, 2012a, 2012b). It is also useful to
introduce principles of positive psychology (i.e. grit,

happiness, self-control, character strengths) (Peterson
& Seligman, 2004; Seligman, 2006, 2011).

During the season, a once or twice a week presence
at practice is maintained to monitor the effectiveness of
the performance training and to follow-up with those
who have identified barriers to peak performance.
Attendance at games is also important to observe pre-
game warm-ups and routines, readiness to play, confi-
dence, and perseverance and intensity regulation, des-
pite adversity or defeat. At midseason and at the
season’s end individual meetings are scheduled with
each athlete and the team’s leadership to review pro-
gress toward individual and team goals. If at midseason
the team is off track, then a formal meeting with players
and coaches can be held to identify and remove per-
formance barriers and adopt new strategies for success.

Key relationships in working with this population
include medical staff, coaches, team administrators,
athletic department administrators, academic advisors,
and parents. Confidentiality and privacy may be
impacted by the contract that is developed, and being
open and upfront with coaches, athletes, and adminis-
trators about what, and how, information is shared is
critical. Strong working relationships with all mem-
bers of the medical staff can help continuity of care
and being present on the field and in the athletic
training room can help strengthen these relationships,
allowing for informal consultation. Providing coaches’
workshops and helping the coaching staff develop
strategies to benefit the athletes is important, as is
providing support for the coaches themselves.
Recognizing different pressures that coaches face dur-
ing the life cycle of the team year (recruitment, time
away from family, pressure to win, job security) are
important. When working with universities it is
important to remember that the athletes are student-
athletes, and an understanding of academic demands
and resources is beneficial. Maintaining relationships
with academic advisors can help support the athletes
and the team, not only by maintaining eligibility, but
also by helping with time and stress management.
While parents are generally less involved at this level,
it is helpful to provide information to parents about
services provided.

Professional

Obtaining work with a professional sports team is dif-
ficult and usually requires substantial experience at
lower competitive levels. Additionally, a head coach/
manager and general manager who believes that these
services are a critical component of the organization’s
success is essential. The staffing should include at least
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two individuals (ideally a man and a woman) with
different training and experience and their schedules
should be such that some of their time overlaps and
some is separate, ensuring that the entire training
week is covered. This allows for time in the on-site
office, training room, meeting rooms, strength and
conditioning area, practices, and the dining facility.

Key relationships include the medical staff, director
of player engagement (DPE), coaches, nutritionist,
and general manager and staff. Most of the meetings
with the medical staff take place in the training room,
while those with head coach/position coaches, DPE,
and general manager primarily take place in their
office or the practice field. Family members may be
seen with or without the player/coach if the input or
care of that individual would diminish stress or dis-
tractions and improve performance. Early on, players
are informed that the information relayed to other
team administrative, coaching, and medical staff is
just a brief summary, and that details that they may
not want revealed are not released. Although it is not
technically necessary because of the HIPPA release
form signed by all players to obtain permission, some-
times it helps to discuss exactly what is to be relayed
so that the player is comfortable (Basic MLB
Agreement, 2011). During the off-season, the focus
ranges from ongoing treatment of common mental
disorders to participating in the process of selecting
the next group of players for the team. For input to
the player selection process, comprehensive informa-
tion is obtained from the scouting department, and
individual or group interviews are either observed or
conducted to focus on concerns about character,
arrests, violation of team rules, or substance use, as
well as the assessment of mental toughness, ability to
manage injury, and the type of teammate he/she
might be.

For the pre-season, the focus shifts to supporting
every player’s attempt to make the final roster. This is
truly an integrated effort with the medical staff, coaches,
and general manager and staff. Much of the work
involves observing players in the training room, during
drills and fitness training, practice, and pre-season play,
as well as soliciting the opinion of others about their
potential and whether the athlete is adversely affected
by competitive pressure, poor or unhealthy routines
(sleep, nutrition, substances, energy, preparation, time-
liness, etc.), stressful situations (i.e. relationships, losses,
finances, homesickness), and/or injury (pain, muscle
tightness, insomnia). As this information is gathered a
player’s strengths and areas for improvement are identi-
fied and a plan to address these is crafted. Daily, active,

and ongoing observation and conversation is needed to
implement the plan.

For the regular season and post-season the core
work is done through regular visits to the practice
facility before or on the day of competition. Updates
on injured players are obtained and observations are
made in the training room and during practice. In
addition, rounds are made in the clubhouse before
and after practice or team meetings to check in with
each player being followed and any new ones that
other staff suggest may need a confidence boost or a
stressor addressed. Feedback on these assessments is
usually given to the key staff (medical, position coach,
and sometimes the GM) before departing.

During the post-season the process is the same, but
the intensity and importance of every observation and
action is heightened. The focus here shifts more to
the importance of the quality of preparation (practice,
film, conditioning, mental preparation, communica-
tion, self-less play) and on consistent individual and
team execution. Now is when the veteran players with
post-season experience are encouraged to share with
younger teammates the lessons learned for the past
and how to apply them in the present while remain-
ing composed and confident. The SP/MH provider
supports simplicity, focus, mutual support, and
embracing pressure to use its energy to ensure that
the team peaks at the right time.

Working with head coaches, coaching staff,
and team owners/administrators

Athletes at all competitive levels are best supported if
the SP/MH provider uses an integrated care model
that gathers information from multiple sources and
co-ordinates care with all involved. The sports psych-
ologist/psychiatrist can do this by facilitating the cre-
ation of a formal or informal player support team
(Cogan, Flowers, Haberl, McCann, & Borlabi, 2012).
At the collegiate and professional levels this team con-
sists of, at a minimum, all mental health and sub-
stance use disorder clinicians along with other player
support persons like the campus counselling/employee
assistance programme providers, player development/
engagement staff, and the chaplain/pastoral counsel-
lor. This team should have regular face-to-face or
phone interactions with the team’s athletic trainers,
physical therapists, physicians, chiropractors, nutri-
tionist, strength & conditioning coaches, and exercise/
performance science staff (see Figure 3). Most of these
contacts occur on a day-to-day basis in the training
room, strength and conditioning area, or on the prac-
tice fields, but may also require regular in-office
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meetings with small groups or larger inter-profes-
sional meetings that focus on specific issues like
recruitment, team goals, performance, player injuries,
risky behaviours, and co-ordination of care. Higher
level organizational interactions with the team owner
or president, head coach/manager, general manager,
public relations director, athletic director (or assistant/
associate athletic directors), player personnel, or
scouting/recruitment staff are more likely to take
place during the off-season, with a focus on new
player acquisition or existing player retention, or dur-
ing the season when the team is under-performing or
there is a cluster of negative off the field incidents.
Care must be taken to ensure that the players do not
feel that the confidential nature of their interactions
with the SP/MH provider is compromised by these
higher level interactions. This can be accomplished by
asking for permission in advance to speak with the
position coach for feedback on performance or by let-
ting players know that occasional communication
with coaches may be made and what specifically will
and will not be discussed.

Transitioning out of sports

When working with teams at any level it is import-
ant to recognize that individual athletes are at

different stages in their athletic journey. Some may
be joining the team and anticipating a long athletic
career, while others may be in their last season on
the team, or in the sport. Still others may experience
an injury or other life event that may cut their car-
eer short, long before they had anticipated.
Transitioning out of sport is a significant life event
for athletes at all levels, and is often accompanied by
a change in self-perception, social environment, emo-
tions, finances, and relationships (Stoltenburg,
Kamphoff, & Bremer, 2011, The IOC Athletic Career
Programme, 2016). The ability to adapt to athletic
retirement depends on the athletes’ cognitive, social,
behavioural, and emotional resources, as well as their
level of preparation for the transition (Coakley,
2006). Pre-retirement planning (preparing for life
after sport) can make the transition easier, leading to
a shorter adjustment period, and a more positive
transition (Stoltenburg et al., 2011). SP/MH providers
working with teams are in a unique position to help
athletes in each of these domains. Workshops and
individual work with athletes helping them prepare
for the next step after sport should begin upon
arrival to the team, rather than when retirement is
imminent. Helping athletes identify skills, attitudes,
interests, and support systems that can translate into
careers, along with teaching networking skills and

Figure 3. Integrated care model for player support services 9.
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other life skills are important aspects in preparing
athletes for the transition out of sport (The IOC
Athlete Career Programme, 2016).

Evaluating services

Evaluating services provided to teams is important for
ethical, scientific, educational, and professional rea-
sons, and is beneficial in helping the SP/MH provider
improve and best serve the needs of the teams with
whom they are working (Orlick & Partington, 1987;
Partington & Orlick, 1987). When working with ath-
letes, evaluations are often conducted in terms of out-
comes (wins, losses, time drops) and personnel
decisions are frequently based upon team records and
scores. Organizations, coaches, and athletes want to
know that the services that they are provided and are
utilizing are helping them work toward these out-
comes. However, consultant services may not be dir-
ectly correlated with these outcomes, and it is
important to evaluate organization, coach, and athlete
perceptions of SP/MH services independent of per-
formance outcomes. Assessing the consultant’s like-
ability, flexibility, knowledge, ability to meet
individual and team needs and establish rapport,
long-term involvement, team building effectiveness,
and attendance at team events are all important
aspects in evaluations (Orlick & Partington, 1987)
Ongoing evaluations throughout the season in add-
ition to at the season end are recommended, and help
providers adapt to the needs of the team during the
season (Haberl & McCann, 2012). Including open-
ended questions in the evaluation is beneficial, as is
providing online opportunities to increase access to
evaluations and encourage higher completion rates
(Haberl & McCann, 2012).

Summary and conclusions

The formal and regular use of SP/MH providers by
athletic teams at all competitive levels has expanded
greatly in the last decade (Glick, Kamm, & Morse,
2009; Glick, Stillman, Reardon, & Ritvo, 2012; McDuff
et al., 2005; Morse, 2013; Reardon & Factor, 2010;
Wang & Zhang, 2015) Unfortunately, the allocation of
resources to these services does not match the level of
need, and is still viewed as unnecessary or even
unhelpful by some owners/presidents, general manag-
ers/athletic directors, and head coaches/managers
(Gulliver et al., 2012). It often takes a serious off-the
field incident or team performance well below expecta-
tions to highlight their importance. Providers inter-
ested in working with sports teams across the team

lifecycle should be ready to provide a written list of
services offered, recommended staffing, costs, expected
benefits, and evaluation approaches, as opportunities
may only come during a time of organizational crisis
(McDuff et al., 2005; Morse, 2013). Forward thinking
professional sports organizations and collegiate athletic
departments are more likely to put these services in
place based on past successful experiences or general
awareness of the substantial support for the many ben-
efits such as player mental health, substance use, and
risky behaviours prevention, stress control, injury pre-
vention/recovery/return to play, and performance con-
sistency. If SP/MH services are provided and care is
integrated with other team clinical and administrative
staff, then utilization rates will be high and satisfaction
will be even higher. More work needs to be done on
systematic evaluation of these services so that their
value can be more clearly demonstrated to key team
decision-makers (Blann, Shelley, & Gates, 2011; Haberl
& McCann, 2012).
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